Popliteal venous aneurysms (PVAs) are very rare. More often it is an incidental finding found on duplex ultrasonography. Venous thrombosis and pulmonary emboli is the primary presentation in most cases of PVAs, hence it is a clinically significant abnormality and a potentially morbid and fatal condition. Early surgical repair should be performed immediately after the diagnosis is made because of the risk of pulmonary emboli. We report a case of symptomatic PVA presenting primarily with local symptoms and chronic pain in popliteal region.
Introduction
Popliteal venous aneurysms (PVAs) are very rare [1] [2] . More often it is an incidental finding found on duplex ultrasonography. Until 2000, 117 cases of PVAs have been reported in the literature, although its commonly asymptomatic nature warrants its actual prevalence to be higher [3] . In 7300 patients who presented with symptoms suggestive of venous disease PVA were diagnosed using duplex ultrasonography in 0.1% -0.2% of all studies [4] . Venous thrombosis and pulmonary emboli is the primary presentation in most cases of PVAs, hence it is a clinically significant abnormality and a potentially morbid and fatal condition.
Also, its other complications such as paradoxical embolization and postthrombotic syndrome have been reported [3] [6] . However, we report a symptomatic case of PVA presenting with local symptoms and chronic pain in popliteal region.
Case Report
A 38-year-old white male, previously healthy soccer player referred to our center for investigation of a chronic severe pain in the posterolateral region of the left knee and swelling in the left popliteal region. The patients' complaints had begun around 2.5 years ago. The pain was severe and disabling in the first year and then it was moderate and bearable. The pain was recurrent and occurred during routine daily activities and on palpation. The patient did not have any history of deep vein thrombosis, phlebitis and claudication but being a professional soccer player, our patient mentioned the history of recurrent trauma to legs and knee regions. Also, before the onset of the pain, the patient had experienced a trauma in the left knee while playing soccer. The patient in our case had undergone evaluations by orthopedics, physiatrists, neurologists and vascular surgeons prior to referral to our center. On physical examination, a small soft mass was present in the upper part of the left popliteal fossa, tenderness was also present on palpation. However, there were no signs of local inflammation and erythema, lower extremity edema and peripheral arterial angiopathy. Femoral, tibial and dorsalis pedis pulses of both sides were palpable. Head, neck, chest and abdomen examination, blood pressure, arterial oxygen saturation, chest radiography and electrocardiogram were normal. Noteworthy, according to knee joint magnetic resonance imaging, plain left knee radiography and physical examination performed by orthopedics, the patient was given reassurance that there was no pathology in the left knee joint that could explain and relate to our patients' complaints. Duplex ultrasonography was done for the patient on referral nearly 1 year after the onset of the symptoms, venous aneurysm with antero-posterior (AP) diameter of 16 milimiters was present in the left popliteal vein ( Figure 1 and Figure 2 ).
Then the patient was referred to vascular surgeon for surgical care. The patient referred to two vascular surgery specialists, and they believed surgery was not indicated. The patient referred once again for follow up to our center around 1.5 years later (2.5 years after the onset of the symptoms). During this period the patient had still experienced pain and mild swelling in the left popliteal region which was milder and denied any history or signs related to severe complications of PVAs such as deep vein thrombosis or pulmonary emboli. We performed duplex ultrasonography once again plus magnetic resonance imaging (MRI) which this time revealed an AP diameter of 19milimiters in the left popliteal vein (Figure 3 ).
Urgent surgical management was recommended for the patient and the patient was referred to vascular surgery specialists as the next step in care. Noteworthy, informed consent was obtained from our patients regarding case report publication and there was no objection.
Discussion
Popliteal venous aneurysms are extremely uncommon abnormality with an incidence of almost <0.5% [7] . PVA is a true aneurysm which consists of intact vessel wall [8] . However, popliteal venous aneurysms still lack an exact definition. Different definitions such as fusiform dilatation at least three times that of normal vein [9] and isolated venous dilatation twice the normal venous diameter have been recommended [10] . In our case, the popliteal aneurysm was saccular type. Inflammation, trauma, degenerative changes and congenital wall weakness may be some of the probable etiologies for PVAs [11] . Nearly all cases of PVAs are diagnosed after patients present with complications due to PVA, deep vein thrombosis and pulmonary emboli being the most common of all [12] [13] [14] . However, in our case, chronic posterolateral left knee pain and local sign such as mild swelling in the popliteal region was the primary presentation. PVAs presenting with knee pain and local symptoms is reported by some other authors too [15] [16] [17] . Coffman et al. reported a case with recurrent sharp and severe pain in the popliteal fossa which was later revealed to be due to PVA [17] . Fiori et al. reported a case with local discomfort in the left popliteal fossa during daily activities and palpation [16] . In a meta-analysis knee pain and popliteal mass was reported as the clinical presentation secondary to PVA in 35% of cases [4] . Being a soccer player, we believe that trauma may be the probable cause for popliteal aneurysm in our case. Duplex ultrasonography, computed tomography scanning, and magnetic resonance imaging are non-invasive diagnostic methods 
Conclusion
Popliteal venous aneurysm is a very uncommon abnormality but due its severe consequences such as deep vein thrombosis and pulmonary emboli, it is potentially fatal. This case report demonstrates knee pain and local discomfort as one of the presenting symptoms for PVAs. Therefore, after ruling out more common causes, PVAs should be considered in a patient with chronic knee pain and local discomfort, especially if it is accompanied with swelling. Early surgical repair should be performed immediately after the diagnosis is made because of risk of pulmonary emboli.
